Severity of disease was rated by the Hoehn and Yahr scale.' Twenty-seven patients were classed as Stage I or II and twenty-one patients into Stages III or IV. Depression was assessed by a self-rating scale.5 Each patient completed the questionnaire which provides a quantified estimate of depressive symptoms. In the original report on this depression scale,5 normal controls had a mean raw score of 33 with a range of 25-43, and we used this range as a measure of normality with higher numbers indicative of depression. According to this criterion, 24 
Discussion
This research examined whether several primitive reflexes known to be common in patients with Parkinson's disease reflect severity of disease, dementia, or depression. The results suggest that the corneomandibular and palmomental reflexes are more prominent with advancing disease, and these two reflexes along with the snout reflex are sensitive to intellectual decline. None of the reflexes was more common when depression was severe.
Most neurologists would not expect an exact or predictable correlation between these reflexes and the severity of Parkinson's disease, even though the reflexes are often noted in patients with Parkinson's disease. The palmomental reflex was first described in amyotrophic lateral sclerosis,9 but is probably more common in Parkinson's disease. The corneomandibular reflex can be present in coma or in infancy, but is uncommon in healthy alert adults.
Grasp reflex, particularly when unilateral, traditionally correlates with damage to the contralateral frontal lobe, but there is of course no comparison between the value of this test and the reliability of either CT scan or MRI for true localisation. Klawans and Paulson'0 reported that the glabellar tap sign may be the best monitor of severity in Parkinson's disease. Our results found that this reflex may indeed be the most common one seen in patients with Parkinson's disease, but the corneomandibular and palmomental reflexes may be more sensitive to disease severity.
Our research and that of others suggest that a snout reflex,2 1' a palmomental reflex, 12 and the corneomandibular reflex are more common in the presence of dementia. However, Pearce et al,'3 have clearly suggested that the presence of these reflexes is dependent upon the extent of cerebral degeneration but is not specific to any particular pathological feature. Further, Tweedy et al,2 and Jenkyn etalt" have pointed out that primitive reflexes are not precise indicators of dementia. The reflexes can fatigue quickly and there is more than one way to elicit them. For example, the vigor with which the lip is tapped to elicit a snout reflex can influence the result.
None of these reflexes take long to perform and can be interesting to observe. Even if not a crucial part of the examination for dementia, they do retain some theoretical interest. There may be other neurologic phenomena of childhood that reappear in old age or with dementia. There may be unexplored relationships between frequency of blinking and the glabellar tests, or between both and the Parkinsonian stare. Pointing as done by either child or adult may use the same central circuits as are employed in the grasp reflex. There certainly can be a modest linkage between the presence of these reflexes and the degree of cognitive impairment as well as a link between these reflexes and advancing age, raising interesting philosophical questions regarding inhibition, old age, Huber, Paulson and cortical function. This work was supported in part by a grant from the United Parkinson Foundation.
